that he had suddenly once m-lore becomie deaf in the left ear. There had then beeni comlpllete nerve deafness. There was no history of any vestibular disturbance, hut there had been somne passing tinuiitus. The left ear had probably permiian-iently lost its, funletion. He (the speaker) thought the imiost likely explanation of these cases was that given by Neumalnn, sevenlteenl years ago, nam-lely, that they were due to a toxic condition, the incidence of the toxin falling on the spiral ganglion, the mnost vulnerable point in the cochlear apparatus.
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Mr. SYDNEY SCOTT said that this case remiinded him of the nerve deafness associated with lIumllps. He (the speaker) had neever seen a post-mortem exam-lination on one of these cases, but the pathological condition had beenl described in a neurological journal edited by the late Dr. Alexander Bruce, " petechial haeinnorrhages " being discovered " in the nedtlla " in the region of the auditory nierve, in a French soldier who died shortl-after an attackl of mumps, which had caused sudden absolute deafness. Sir JAMES DUNDAS-GRANT said that galvanic tests w-ere iiore satisfactory wheni not applied to both ears at the salmle time. Nystagmus m-light be iniduced by the tests on the good ear, and this would conflict wvith the evidence sought fromii the affected one.
Mr. G. J. JENKINS (President) said the condition in this case mi-ight be due to a toxiln, but why it should select the atuditory rather than the vestibular path he did not knowv. By ARTHUR CHEATLE, C.B.E., F.R.C.S.
A GIRL, aged 14, came to the hospital suffering from a chronic offensive discharge from the right ear with deep-seated pain behind and below it. Fourteen days previously she had had an attack of giddiness and vomiting with frontal headache and greatly increased deafness. Temperature, 103'60 F., pulse 120. The labyrinth was found to be dead. With the tuning-fork on any part of the head the sound was referred to the healthy ear. Rotation to the left gave no nystagmus, to the right ten seconds. There was no Rombergism or spontaneous nystagmus. Slight past-pointing to the left. The fundus was occupied by granulations. There was no mastoid cedema nor swelling. Reflexes normal. Mentally clear. Slight stiffness of the posterior neck muscles. Lumbar puncture: fluid turbid and under l)ressure. Cells, 100.0 per c.mm.; polymorphs, 25 per cent.; lymphocytes, 22 per cent.; ependyma cells, 3 per cent.; proteid, 014 per cent. ; sugar, 0 0 per cent. Radical operation: cholesteatoma and granulations were found in the antrum and middle ear, and an opening in the external semicircular canal. Superior and inferior vestibulotomy were performed and an opening was made into the internal auditory meatus through the inner vestibular wall. As no flow could be established from the internal auditory meatus, the front of the cerebellum was exposed, the dura incised, and the cisterna pontis opened; turbid cerebro-spinal fluid escaped; a gauze drain was inserted, the drainage being maintained for four days. Slight facial paralysis was noticed the day after operation but it soon disappeared. The temperature gradually came down in about fourteen days. It is interesting to note how quickly the original vestibular disturbance subsided.
A Case of Acute Middle-ear Suppuration, Mastoiditis and Cerebellar Abscess; Operations; Recovery.
By ARTHUR CHEATLE, C.B.E., F.R.C.S.
A BOY, aged 18, came to the hospital with left mastoid infection following an acute inflammation of the middle ear. After the mastoid operation the temperature did not settle down and fine nystagmus to the left was noticed. Lumbar puncture: twelve leucocytes per c.mm. A week after the mastoid operation the posterior fossa was opened and the cerebellum explored without finding pus, but the cisterna pontis was opened and clear cerebro-spinal fluid escaped under considerable tension; a gauze drain was inserted and left for forty-eight hours. The condition seemed satisfactory until twelve days after the exploratory operation, when the patient complained of frontal and occipital headache with vomiting, coarse nystagmus to the left and dysdiadokokinesis. The cerebellum was explored again and a large abscess at once opened in front of the lateral sinus; the bone was then removed from over the sinus to below and behind it, and a counter opening made into the abscess cavity which was drained with gauze in both situations. The packing was continued until it was pushed out. Recovery quickly took place. A left facial paralysis, for whicll no cause could be found, came on gradually during convalescence but quickly disappeared.
Six Cases of Facial Paralysis.
By Sir JAMES DUNDAS-GRANT, K.B.E., M.D.
(I) Progressive Facial Paralysis curi-ed by Radicacl Mlastoid Operatio11. A boy, aged 12, first seen in December, 1925, was recommended for removal of tonsils and adenoids on account of general ill-health, wasting and lethalgy; he lhad also a cough of two or three weeks' duration, and had had suppurative discharge from his right ear for seven or eight months. When he presented himself for removal of tonsils and adenoids his temperature was found to be raised and the operation was postponed. He returned a month later and then showed signs of partial facial paralysis on the right side, having had earache a week previously. His tonsils and adenoids were removed two days later, but his facial paralysis had become complete; he was admitted, and I performed the radical mastoid operation the next day without attempting to expose the facial nerve but carefully avoiding injury to it; I was unable to detect any hiatus. Almost immediately the p)aralysis diminished and in a fortnight he was discharged with the face almost normal.
(II) F1-acial Paralysis wvith Tuberculosis of the Mastoid. Operation. Recoceurl .from the Par-alysis. Persistence of the Mastoild Disease. A boy, aged 14, was first seen over five years ago on account of facial paralysis accompanying chlronic suppuration of the left middle ear. I obtained admission for him into the West End Hospital for Nervous Diseases and operated on the mastoid. The facial paralysis gradually subsided but the discharge continued both from the meatus and the mastoid wound, which had not healed; the tuberculous nature was verified by the microscope and various methods of treatment were applied, including several further operations on the mastoid, a sojourn by the sea, a course of general light treatment and applications of pyoktanin and iodoform. The discharge graduially subsided and the mastoid opening is getting less. The boy has grown and has no trace of facial paralysis.
(III) Complete Post-operative Facial Paralysis entirely cured by GalvanisM. A middle-aged commercial man with pain and slight discharge of a week's duration was found to have a nipple-shaped bulging in the postero-superior quadrant. This was nipped off with Hartmann's i-iiniature punch-forceps and a paracentesis was also made. The discharge continued to be copious and after considerable delay I was allowed to perform the mastoid operation. There was very extensive caries and the facial nerve was, after the operation, found to be completely paralysed. The membrane rapidly healed and the hearing was quickly recovered, but the facial nerve remained inactive and Dr. MacGregor could only, with considerable difficulty, obtain a response to galvanism. However, he provided the patient with a battery and appropriate instructions. The nerve recovered entirely. The case illustrates the seriousness
